Objective:
INTRODUCTION
The World Health Organization ranks bipolar disorder (BPD) as one of the top ten causes of disability in the world [1] . The prevalence of mental illness in the US population is estimated to be 26% [2] . The current prevalence of bipolar disorders is estimated to be 4-5% of the U.S. population [3] .
BPD is defined by the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM 5) as seven major subtypes called the "bipolar spectrum" [4] . Since this research was completed, the Diagnostic and Statistical Manual of Mental Disorders (DSM) has been revised from the fourth edition to the fifth edition and has taken into account the last 15 years of published research. The DSM 5 includes bipolar I disorder (BPD I), bipolar II disorder (BPD II), cyclothymic disorder, substance/medication-induced bipolar and related disorder, bipolar and related disorder due to another medical condition, other specified bipolar and related disorder and unspecified bipolar and related disorder [4] . This research focused on Advanced Practice Registered Nurses (APRNs) knowledge of and screening behaviors in primary care for BPD I and BPD II.
Definition of Bipolar Disorders
BPD is a serious and chronic mental illness with varying degrees of mania, depression, or mixed episodes (both mania and depression) requiring timely diagnosis and treatment.
Bipolar Disorder Type I
(BPD I) is the most severe with at least one episode of mania alternating with major depression. Mania is a period of persistently elevated or irritable mood and increased goal-directed energy, lasting at least one week and present most of the day. During this mood disturbance, three or more of these symptoms are present: inflated self-esteem, decreased need for sleep, pressured speech, flight of ideas or a sensation of racing thoughts. The mood disturbance is severe enough to cause impairment in social or occupational functioning, often requires hospitalization, may include psychotic features and cannot be the effects of substance abuse or a medical condition [4] . Substances of abuse, prescribed medications and medical conditions can be associated with manic-like behaviors and are recognized in these diagnoses of a) substance/medication-induced bipolar and related disorder and b) bipolar and related disorder due to another medical condition [4] .
Bipolar Disorder Type II
(BPD II) was thought to be a milder form of the disorder. BPD II is just as serious a condition as BPD I; it has longer periods of depression and mood instability with serious impairment in work and social functioning. The DSM 5 describes BPD II as a clinical course of recurring mood episodes consisting of one or more major depressive episodes lasting at least two weeks and at least one hypomanic episode lasting at least four days [4] . BPD II is difficult to diagnose unless specifically screened for, as patients are often not aware their symptoms are abnormal. Individuals often enjoy the increased energy and decreased need for sleep, so patients may not see these symptoms as being pathological. As a result, these patients may remain undiagnosed or misdiagnosed for many years [5] .
Global Burden of BPDs
BPD continues to be a global health crisis; and was ranked as the fourth largest global burden of disease in people aged 10 -25 years [6] . The global impact of BPDs is immense; the costs of BPDs worldwide include not only the management of the disease--but also the indirect costs to society such as the inability to work, absenteeism from work, suicide, morbidity and mortality from comorbidities such as obesity, cardiac disease, and drug and alcohol abuse, as well as the burdens on the family or caregivers [7] . Globally, life expectancy in such patients is decreased by 13.6 years for men and 12.1 years for women [8] .
Suicide Risk
Suicide is a leading cause of death in patients with BPD. The estimates are 25% to 50% of patients with BPD will attempt suicide at least once in their lifetime and 8% to 19% will complete suicide [9] . A risk factor for suicide is misdiagnosis of BPD as unipolar depression. Placing patients on antidepressant monotherapy without a mood stabilizer can result in exacerbation of mania or mixed states with increased risks of suicidal ideations or attempts [10, 11] . It is now understood that BPD II may account for a large proportion of suicidal morbidity and mortality--emphasizing the importance of early and accurate diagnosis [12] .
Screening Tools for BPD and APRN Role in Early Diagnosis
The long lag time to correctly diagnose BPD could be reduced if a more effective screening approach is used to identify patients with BPD symptoms and interventions are initiated [15] . Baldassano [14] suggests that ideal screening tools include the Mood Disorder Questionnaire (MDQ), the Bipolar Spectrum Diagnostic Scale (BSDS) and the Hypomanic Personality Scale (HPS). These three tools have been validated, are brief and can be self-completed by patients. The MDQ consists of 13 questions, the HPS consists of 19 narrative questions, and the HPS is a self-report questionnaire of 48 items [15] . When symptoms of BPD are suspected, APRNs can screen patients using one of these tools. If screening is positive, the APRN can refer the patient to psychiatry, a Psychiatric Mental Health Nurse Practitioner (PMH-NP), Psychiatric Mental Health Clinical Nurse Specialist (PMH-CNS) or provide maintenance therapy in primary care in collaboration with these providers [16, 17] .
The Institute of Medicine's (IOM) position statement "The Future of Nursing" recommended that APRNs be used to the utmost of their capabilities in providing care for people with a mental illness [17] . It would be appropriate for APRNs to screen patients for BPDs, begin treatment when needed and/or refer these patients to PMH-NPs, PMH-CNSs, and other behavioral health professionals for early diagnosis and treatment preventing delays to diagnosis and treatment. A wider screening approach in primary care, with the integration of mental health-utilizing the full scope of practice of APRNs and PMH-NPs-may ultimately decrease the high morbidity and mortality associated with undiagnosed BPDs [14] .
Research Questions
There is currently no data on APRN knowledge of BPDs or research on their screening behaviors in primary care settings; the literature search found this data only on physicians. While there are a variety of screening tools for BPD available for use in primary care settings, there is a paucity of data on their use within APRN practice.
The primary purpose of this study was to determine APRN's knowledge of BPDs. The research question: What was the knowledge of advanced practice registered nurses in the primary care setting of bipolar disorders? comprised the quantitative portion of the study.
The secondary purpose of this study was to explore APRN perceived barriers and facilitators to screening. The research question "What were APRNs' perceptions of the barriers and facilitators to screening for bipolar disorder in their daily practice?" comprised the qualitative portion of the study.
METHODOLOGY
A mixed methods study design with sequential data collection was used to gain a broader perspective than would be obtained from using one method alone [18] . This method is useful when different questions need different answers and a quantitative design may need to embed qualitative elements [19] . Both types of data were collected and the researcher gained more in depth perspectives than by using one method alone [20] . Quantitative survey data was collected first and qualitative focus group interviews were conducted last [18] . Data were analyzed independently and mixing occurred last during the data interpretation stage.
Data Collection
To obtain a large sample of APRNs, the study was conducted at the Pennsylvania Coalition of Nurse Practitioner's (PCNP) Annual Conference in Pittsburgh, Pennsylvania in November, 2011 with an attendance of almost 500 APRNs. The researcher gave an educational session titled 'Emotional Extremes', which had an attendance of 108 APRNs; a pretest and posttest knowledge survey on BPDs was offered to this group. Eighty-nine APRNs completed the survey and two six member focus groups were conducted on the following day.
The pretest/posttest consisted of a 12-item researcher developed survey previously validated by a pilot study and expert content reviewers and contained five general question on BPDs; two on BPI and five on BP II to evaluate APRN knowledge of BPDs. The survey was developed from the current literature on the signs and symptoms of BPDs and had good internal consistency (Cronbach's alpha (α = 0.73). Questions 1, 2, 3, and 9 were specific to BP II disorder with a Cronbach's alpha (α = 0.77).
The qualitative sample consisted of twelve non-redundant APRNs attending the PCNP Annual Conference who were invited to the focus groups during the conference. The focus groups consisted of two groups of six participants each and explored their perceptions of barriers and facilitators to screening for and treatment of BPD and were conducted without any predetermined theoretical framework. Focus-group interviews used a voice recorder and previously piloted semi-structured survey questions. Data was analyzed using Atlas-ti 7.0.81 (1993-2012) computer assisted qualitative data software program (QDAS) coding process to develop themes and categories [19] .
Protection of Human Subjects
This mixed method study was approved by Drexel University Institutional Review Board as an exempt study and consent forms were not required. Confidentially and anonymity were maintained and no protected health information was recorded. Data obtained for the study were recorded by code numbers for data analysis.
Data Analysis
Data analysis provided information on the knowledge level and behaviors of APRNs in their practices. To better characterize variables impacting APRN knowledge, demographics were used to estimate their relationship with knowledge scores. Analysis of variance was performed for APRN knowledge, practice in primary care and age. Descriptive statistics using IBM SPSS version 20 (1999 -2011) used list-wise deletion to exclude missing values. Missing data was present in three of the 89 subjects and was limited to data point in these three subjects. The small number of missing did not support a meaningful evaluation of missingness and it was assumed to be missing completely at random (see Table 1 ).
Focus group data were analyzed using the constant comparative analysis method as described by Creswell [20] . Themes that emerged were developed through coding, memos, data reduction and synthesis using Atlas. Ti QDAS. The choices of validity procedures for the qualitative study were based on the criteria of Lincoln and Guba [21] for establishing trustworthiness in qualitative research. These criteria include credibility, transferability, dependability, and confirmability [21] .
Trustworthiness was established through the techniques of prolonged engagement in the field of study, persistent observation, peer debriefing, and member checking of the data analysis and themes. Member checking consists of taking the data interpretations back to the participants for confirmation of the accuracy and credibility of the information collected during the interviews. Because the participants of the focus groups were from a large geographic area of Pennsylvania, copies of the themes were mailed to the twelve participants. Of the two tables of themes (one for barriers and facilitators to screening, the other for treatment), that were mailed, eight were returned and accepted without changes.
A peer debriefing session was held by telephone call with a doctorally prepared qualitative researcher familiar with Atlas. Ti, and several areas of potential bias were identified and corrected. Two qualitative research experts served as peer auditors and reviewed the study documents (focus group transcripts and data analysis documents) to determine consistency and coherent logic throughout the inquiry. The peer auditors provided objective, expert feedback to the researcher, leading to better articulated findings. An external auditor thoroughly examined the audit trail consisting of the original focus group transcripts and data analysis documents. Automatic logs of coding changes were maintained by Atlas-ti and supported by an archive of project file backup. Atlas-ti allowed an audit trail to be maintained, tracking the development of analysis with annotations for major decisions and researcher input.
RESULTS

Demographics
Survey Group
The mean age of the eighty-nine APRNs for the survey was 49.9 years with an average of 10.9 years in practice. The demographics of this study sample were similar to the national demographics of APRNs in the U.S. for age and average years in practice at 49.5 and 12.2, respectively (American Association of Nurse Practitioners, 2014). Five percent of this sample was PMH-NPs, comparable to the national distribution of 3.2% (American Association of Nurse Practitioners, 2014). Demographics for seeing patients with depression, using the MDQ and screening behaviors are listed in Table 1 . The major differences in the forty-six APRNs practicing in primary care were that none were psychiatric NPs, 97.8% saw patients with depression and less than half screened for BPD. The forty APRNs not in primary care reported that 72.5% saw patients diagnosed with depression. Over 62% did not screen for BPDs; and 27.5% did screen for BPD.
Focus Group
The mean age of the twelve focus group APRNs was 53.3 years with a mean of 13.5 years experience. This sample was slightly older with more years experience than the quantitative sample. The focus group also differed slightly from the national averages of 49.5 years for age, and 12.2 years in practice (American Association of Nurse Practitioners, 2014). All twelve APRNs reported their specialty as Family/Adult NP.
Survey Results
Knowledge of Bipolar Disorders
The differences in overall knowledge between APRNs in primary care and those not in primary care were evaluated using the mean scores and an independent sample t-test. Comparison of total survey scores for APRNs in primary care (M= 7.96, SD= 2.46; n = 46) and APRNs not in primary care (M=7.50, SD=2.75; n = 40) were not statistically significant (t (.81) =84, p = 0.51).
Analysis of variance was performed for APRN knowledge, practice in primary care, and age; between-subject factors revealed a main effect of screening for BPD on knowledge scores (F(1, 71)=13.34, p= <.001, p5 = 0.158). The predicted interaction among age and practicing in primary care on knowledge scores was not significant (F(1, 71)= 0.000, p= 0.996). There was a significant relationship between APRN years of practice in primary care on knowledge scores (F(7, 21) = 3.27, p = 0.016), the more years practiced in primary care, the higher the BPD knowledge scores. There was no significant relationship between knowledge scores and APRN use of the Mood Disorder Questionnaire (F(7, 21) =0.930, p = 0.504) or on the number of depressed patients seen by the APRN monthly on knowledge scores (F(7, 21) =2.09, p = 0.09).
The major finding from the quantitative survey of APRN knowledge of BPDs was that there was no statistically significant difference between APRNs who practiced in primary care versus those who did not practice in primary care ( Table 2) ; this was contradictory to the investigators original assumption that APRNs practicing in primary care would have more knowledge of BPDs. The knowledge survey results indicated that APRNs in both primary care and nonprimary care practices have similar insufficient knowledge of BPDs; especially of BPD II. The low scores on questions 1, 2, 3, 4, 9, and 11 (particular to knowledge of BPD II) indicated that all APRNs, regardless of practice area in this study, had less than 50% knowledge of BPD II (See Table 3 ). The next most significant finding was that 83.1% (n=74) of all of the APRNs stated they saw patients with a diagnosis of depression in their practices, but 55.1% (n=49) admitted they did not screen these patients for BPDs.
Chi-square tests of independence were performed to examine the following relationships with no statistical significance:
The effect of screening behaviors of APRNs in primary care on knowledge scores Knowledge survey scores between APRNs that practiced in primary care and those who did not practice in primary care
The effect of screening behaviors for APRNs not in primary care on knowledge scores showed no significant differences for questions 3-8 and 10-12 ( Table 3) . There was a significant difference at the p < 0.001 level for questions 1, 2, and 9; which related to knowledge of BPD II disorders ( Table 2) .
Focus Group Themes
Focus group themes were developed without a preconceived theoretical foundation. Themes were sorted by prevalence of quotations on the topics of screening and treatment of depression and BPDs (see Table 4 ).
Facilitators for Screening
Focus group data analysis revealed the top five themes in descending prevalence for facilitators to screening: 1) Availability of the screening tool, 2) Therapeutic relationships with patients, 3) Knowing the symptoms of BPD and when to screen, 4) Accessible psychiatric referral systems in place and 5) APRN personal experiences with BPD.
Availability of screening tools, including electronic medical record (EMR) reminders, were cited as powerful facilitators to screening patients, even during a busy day. One APRN practicing in a primary care clinic remarked: "We have the PHQ-9 scale for depression-I use that a lot, mainly because it's in our computerized system (EMR) . . . but we also have hard copies (the MDQ) so people can read it . . . if they give any indication that they might be BP, I have them (fill out the MDQ). . we have it right in the room, I ask them, please fill this questionnaire out."
The second major theme was therapeutic relationships. One APRN stated how important it was to develop a relationship with her patients before asking about mood disorders: "Yeah, I've learned over the years, and especially, I target those people that are BP, and you don't want to broach that subject the first time you see them. . you want to develop a relationship with them. . and then you just say, how's your mood been?"
Barriers to Screening
Barriers were described as tools not being available, the APRN did not always think of it or felt uncomfortable with screening. Some preferred to have psychiatry do the screening, especially for BPD. Although the majority stated they could screen for depression, many admitted they did not perform screening with all patients. Themes for barriers to screening are listed in descending prevalence: 1) APRN forgetting or not sure when to screen, 2) Patient reluctance to complain of symptoms (fear of stigma) and 3) Shortage of time in a typical visit and shortage of primary care providersnecessitating rushed visits without time for more screenings. One APRN noted that many of her patients do not want to 'hear that they may have BPD because of the stigma of having a mental disorder'. As one APRN stated: "I just ask 'how's your mood been?'. . . and you may get all kinds of different answers. Because it's amazing how many people won't tell you how they're feeling, they won't want to bring it up . . . some of them will say, 'oh, I'm ok-I'm doin' ok'; and some of them sigh right away . . . and say 'sometimes I feel blue' and I say, what do you mean by that?" Another APRN reflected on time limits experienced in daily practice: "There's something else, you know, the 15-20 min appointment is not enough (for more screening)."
Facilitators for Treatment
The four most cited facilitators for treatment of BPD in descending prevalence were:1) Integrated mental health or referral systems in place, 2) APRN knowledge/education of BPDs, 3) APRN comfort treating BPDs and 4) Patients having insurance or funding to obtain treatment. Having integrated mental health or referral systems in place was the most common theme as a facilitator for treatment of BPDs. Many APRNs stated having mental health providers integrated into their practice was an important facilitator to screening and treating BPD.
One APRN remarked:
"We have integrated (services)-it's a health and wellness center, so we have counseling and psych with health services-(patients) get counseling, see the psychiatrist . . . and the medical people do medication management, it's all integrated. Our director is a psych CNS-who has done a lot of presentations about our model-how good it is having all the services under one umbrella; coordination of care, multidisciplinary meetings every week on anybody in those services."
Barriers to Treatment
The six themes in descending prevalence relating to barriers to treatment were: 1) Patients have no insurance, 2) APRN lack of knowledge or need for education, 3) (Patient) side effects of treatment, 4) Patient lack of insight regarding mental illness, 5) Long wait for treatment and 6) Misdiagnosis of BPD as depression. A major theme was APRN lack of knowledge of BPDs and the need for education. Several APRNs voiced concern over not having enough knowledge about BPD to start medications; and one NP commented: "They (BP patients) are well beyond my area of expertise. . ." One NP responded to the researcher's question, 'Do you feel that NPs know enough about BPD?' as follows:
"I don't think so-and the thing that really bugs me is when the drug companies give . . . those half day seminars . . . you're not going to tell me in a half a day what I'm going to have to learn to take care of these patients, I feel like I really need a lot more to take care of them."
Another APRN shared the following: "(Because of) horrible mental health services-we (NPs) have to learn, we put patients on meds and stabilize them, have the PCPs follow them, when they finally get to psychiatry-they are stable or just get fine-tuned with medseveryone is happy with this system."
DISCUSSION
Results of the quantitative survey showed this sample of APRNs had insufficient knowledge of BPDs and was confirmed by statements made by APRNs in the focus groups. These results were similar to the literature that found providers in primary care had little knowledge of BPDs or training in management of mental disorders. In addition, the survey results found the majority of APRNs saw patients with depression, whether practicing in primary care or other areas, yet most were not screening these patients for BPD. This finding coincides with the literature that most primary care providers do not screen patients with depression for BPDs [22] .
Analysis of the themes of both facilitators and barriers identified several themes that were diametrical opposites; for example, a common theme of a barrier to screening was lack of knowledge of BPDs; and a commonly mentioned facilitator to screening was the NP knowing the symptoms of BPD and knowing when screening would be appropriate. Another example was APRN identification of a lack of patient insurance as a barrier to treatment; in contrast to the patient having insurance as a facilitator to treatment for BPDs.
Limitations of Study
Participants were limited to APRNs who were members of the PCNP attending the Annual Conference in the year 2011. APRNs with missing data sets were included in the study; intent to treat protocol was used to include the participants who did not complete all of the data (n = 3). The reasons APRNs in non-primary care practices were screening depressed patients for BPDs was not explored in the focus groups and suggests an area for further research.
The results of this study supports the integration of mental health services into primary care; more specifically, optimizing the skills of PMH-NP or PMH-CNSs to providing mental health services in primary care settings in collaboration with APRNs and other PCPs.
Before this integration can take place, APRNs, by their own admission, need more education on the presentation and management of BPDs in the primary care setting. In accordance with The Robert Wood Johnson Foundation (RWJF) and the Institute of Medicine (IOM) initiative, 'The Future of Nursing: Leading Change, Advancing Health', nurses should practice to the full extent of their education and training. Screening for and management of mental health conditions in primary care is in alignment with this initiative [23] . APRNs in partnership with PMH-NPs can have a direct impact on reducing the morbidity and mortality of undiagnosed BPDs by implementing screening practices for all patients with a known diagnosis of depression in primary care practice through innovative strategies.
IMPLICATIONS FOR NURSING
Innovations in Mental Health Care Critically Needed
Integration of mental health into primary care is one innovation that is critical given the high prevalence of mental illness, the interconnectedness of mental and medical illness, the difficulty in getting patients to follow up in separate places and the limited availability of specialized mental health services.
Patient Centered Medical Homes
The medical home concept is the centerpiece of health care reform and should be accessible, comprehensive, person-centered, and compassionate. These goals cannot be achieved if there is no mental health in the medical home. "There is no health without mental health," said Dr David Satcher in his first Surgeon General's report on mental health [24] . APRNs specialized in primary care and mental health need to be proactive in leading Patient-Centered Medical Home (PCMH) initiatives to remain at the forefront of providing cost-effective and comprehensive screening, wellness care and disease management and to ensure mental health is integrated into the PCMH.
As the need for mental health screening and services increases, APRNs, PMH-NPs and PMH-CNSs need to be on the forefront of developing and leading Psychiatric Patient-Centered Medical Homes (PPCMH) [25] . The concept of PPCMH needs to be embraced and embedded within primary care practices, where mental health experts (psychiatrist or PMH-NP), social workers trained in mental health and counselors are on site or available to evaluate patients and provide diagnosis and treatment [25 -28] .
Innovations Using Technology
Telehealth has the potential to improve clinical care of people with BPDs in many settings-rural, urban, and undeveloped countries, and improve the global shortage of health professionals through collaboration and training [29] . Many individuals with BPD actively seek information and support online, and find the internet more helpful than information from printed sources or healthcare providers [30, 31] . Hogan and colleagues found the internet the most popular source of information for people with mental health problems [32, 33] . Research suggests online is preferred over face-to-face interaction because of the ease of accessing advice, reduced stigma, avoiding a mental health record and more willingness to self-disclose online [34] .
Innovations using Telehealth modalities are needed to create collaborative programs that connect BP individuals to primary care providers and psychiatric care and can include real-time screening of patients with depression at home or in office waiting areas. These initiatives can reduce the lag times to screening and diagnosis. APRNs and PMH-NPs and CNSs are ideally situated to lead this innovation.
Another innovation is e-therapy-a licensed mental health care professional providing mental health services via email, video conferencing, virtual reality technology, chat technology or any combination of these. The use of e-therapy has been rapidly expanding with growing evidence that provision of mental health services over the internet is clinically efficacious and cost effective. Current literature on the therapeutic relationships in e-therapy is scant [35] and should be further researched by APRNs and PMH-NPs.
APRNs can lead the development of smart collaborations using innovative use of electronic health records (EHRs) and iPad applications to incorporate screening tools for recognition of BPDs, educational apps for patients and family members on symptoms, management and life-long care of BPD [28] .
Innovations in APRN Education
APRN education needs to focus on collaborative or shared care models, in which joint consultations between primary care providers and mental health specialists occur in clinical programs and practice to provide ongoing training and education. Interprofessional education for BPD should consider the use of simulation technology in nursing curricula to provide opportunities for nursing, medical, social work and therapy students in the recognition, screening and care of BPD patients.
APRNs in this study identified they need more education on BPDs. Didactic curricula and clinical practicums for APRN education need to incorporate screening, management and appropriate referral strategies for BPD, as well as other chronic mental health disorders. There is also a need for training programs for APRNs who are already practicing and should include graduate level courses in the management of psychiatric disorders most commonly encountered in primary care. The implementation of these strategies can reduce the long lag time in diagnosis and treatment for these individuals.
CONCLUSION
The psychiatric literature for more than two decades has reiterated that patients with depression need to be screened for BPD in primary care settings [36 -38] . BPD continues to be overlooked and not treated; or misdiagnosed and inappropriately treated as depression. Failure to identify symptoms of BPD can lead to the prescription of antidepressants, the induction of rapid cycling, mania, mixed states and treatment resistance [39] . More recently, studies have focused on primary care practices needing to screen for BPD [40 -42] , but the barriers remain that primary care providers often lack the time and training to screen for BPDs [39] , barriers that were voiced by the APRNs in this study.
Closing the Gap
The results of this study show that APRN screening behaviors are inconsistent at best; and in most cases, not done at all. There continues to be a significant gap between psychiatry, the psychiatric literature and primary care. There are some signs the gap is closing as more research is focused on screening and managing BPDs in primary care settings [43] by both psychiatric and primary care practices; and this situation is promising [27] .
APRNs as Gatekeepers for BPD Screening
Unfortunately, interest in screening for BPDs is not as evident in the nursing community. As of the date of this writing, few publications were found authored by either nurses or APRNs on the subject of screening for BPDs. The results of this study indicated nurses are most often not aware of BPDs, or in many cases, if they are aware, they often knowingly turn a 'blind eye' to these patients if they feel they do not know enough to treat or have no resources to refer or manage them. The focus group APRNs stated they did not have the education or knowledge to manage patients with BPDs, which the knowledge survey scores corroborated.
A surprising majority of APRNs had less than 50% knowledge of BPD II disorders; a concern of magnitude in light of the public health costs of the morbidity and mortality of BPDs. There is a plethora of research indicating BPDs are underdiagnosed or misdiagnosed and not treated for years, and that primary care providers-including APRNs-need to be the gatekeepers of screening for this disorder if it is to be diagnosed and treated in a timely and cost effective manner. The gap between the BPD patient and psychiatric care must be filled by primary care providers. APRNs and PMH-NPs can and should be one of the primary care providers to fill this gap.
Public Health Impact
BPD continues to be a significant public health crisis in the U.S. [1, 44, 45] . Untreated BPD will continue to be a source of completed suicides; and unless more patients with a known diagnosis of depression are specifically screened, these suicides will continue and most likely increase [46 -48] . There is a critical need for more PMH-NPs (3.2%) (American Association of Nurse Practitioners, 2014) to care for the increasing numbers of individuals in the U.S. and globally with mental health needs.
Screening is a necessary first step that needs to be implemented in primary care for the purpose of preventing suicides, but also to improve the quality of life for individuals who are often not aware that they have BPD [49 -52] . It is usually only though concerted screening efforts that individuals with the 'softer' type of BPD, such as BPD II, are identified [53] . This is the first study that has looked at the knowledge and screening behaviors of APRNs in primary care of BPDs, as well as their perceptions of facilitators and barriers to screening or treating BPD. The focus groups identified multiple barriers that will require innovative policy and system changes to rectify (i.e. the uninsured). Other barriers would require little effort to remove; such as adding the screening questions to the EMR, or having the paper survey in the room.
Future Research
Several questions remain unanswered by this study, and must therefore be left for future research, such as why do some APRNs have more knowledge of BPDs than others, when most stated they had insufficient experience or education? Another question that arose was-would primary care providers, including APRNs, screen for BPD if the US Preventive Services Task Force recommended it? Another area for future research is the hypothesis that primary care APRNs can increase the detection of BPDs and refer these patients to psychiatric care or PMH-NPs and thus reduce the cost burden of undiagnosed or misdiagnosed BPDs, in addition to decreasing the high rates of suicides in BPDs. Considering the high prevalence and global burden of BPDs, further research needs to explore the knowledge and screening behaviors of nurses and APRNs globally. Efforts need to be focused on nursing and APRN education on BPDs and mental health issues globally as this is a worldwide public health need.
